Encouraging a focus on organisational culture in preventing and responding to organisational abuse[footnoteRef:1] [1:  Including neglect and poor care practice within an institution or specific care setting such as a hospital or care home, for example, or in relation to care provided in one’s own home. This may range from one off incidents to on-going ill-treatment. It can be through neglect or poor professional practice as a result of the structure, policies, processes and practices within an organisation. (Care & support Statutory Guidance, DHSC, 2025, para 14.17) ] 
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What can support creating compassionate, safe organisations? 
[bookmark: _Hlk213267863]In working together across the system, what have we tried? What have we learned? What might we do next, to prevent further tragedies occurring? 

[bookmark: _Hlk212745290]Context, introduction and purpose

This paper is a personal contribution, offered in the first instance for consideration of an organisational abuse expert reference group (ERG). The paper aims to support  improvement work in relation to organisational abuse. It underlines the need for a   focus on organisational cultures to achieve impact on a repetitive and harmful pattern of organisational abuse. It offers indications of what matters and of what can be done and by whom. This is about required action across the system. 

It began as a small scale effort to find out through conversations, about what can help in creating cultures that support compassionate, safe care and support. It developed into something more extensive, reflecting personal as well as professional experiences. It reflects the importance of allowing new ideas and perspectives to disrupt and to influence progress. The ERG welcomes this, for example in organising a round table event in early 2026 to broaden the discussion and to enhance the collective effort to effect change. 

[bookmark: _Hlk215415896]The paper is intended as a ‘master document’ from which, for example, the ERG might begin to construct a set of functional resources. Or from which A SAB or an organisation might select specific areas for focus. Perhaps areas where challenges have already been identified. It is not offered as an ‘end’ in itself. It explores and shares research, literature, ideas and experiences that can support progress. It includes insights from conversations with people who operate in a range of parts of the system.  

Early in 2024, CQC commenced engagement with external subject matter experts in organisational abuse and supported the development of an Expert Reference Group (ERG), hosted by Partners in Care and Health. So far, the group has collaborated to collate and publish resources[footnoteRef:2] on  organisational abuse, delivered a public webinar and commissioned research to inform work nationally on identifying and responding to organisational abuse. The ERG has supported raising awareness of closed cultures[footnoteRef:3]  that can develop within health and social care services. It provides a forum for partners to share ideas and information, identifying potential areas for development. Partners represent a range of sectors and interests [2:  https://www.local.gov.uk/our-support/partners-care-and-health/safeguarding-resources/organisational-abuse-resources]  [3:  https://www.cqc.org.uk/guidance-providers/all-services/how-cqc-identifies-responds-closed-cultures 
https://www.local.gov.uk/publications/closed-cultures-social-care-guidance-and-questions-ask] 


The ERG is operating in a context of change, uncertainty, stress and stretched resources and in the context too of the Independent Casey Commission into adult social care[footnoteRef:4] (which reports in 2026 and 2028). The ERG recognises this context and can escalate to Government, findings and concerns raised in the course of its work. Repetitive Safeguarding Adults Review (SAR) findings are already escalated to DHSC through the National Safeguarding Adults Board (SAB) Chairs’ network. The paper argues that a difference can be made now in developing safe, compassionate cultures. It sets out practical ideas and resources that can help. [4:  Independent commission into adult social care: terms of reference - GOV.UK] 


Currently literature and resources aimed at preventing and responding to organisational abuse are dispersed, and much is not widely known about. A few conversations have uncovered approaches (some developed from a strong evidence base) that can work in creating positive organisational cultures. How can this be drawn together, developed and made accessible?  How can wider adoption of approaches that work, alongside dissemination of resources that support improvement be supported? Ideas put forward here (in this master document) are suggested as a catalyst and inspiration for further development. 

[bookmark: _Hlk215231930]The paper briefly identifies repetitive negative hallmarks of cultures where organisational abuse thrives (from reviews, inquiries, research literature and highlighted  in conversations). It then considers five imperatives to help turn those cultures around (not an exhaustive list, but ones that commonly featured in conversations and in literature). 

· Listen, understand and act on what is heard to inform change
· Lead openly and courageously 
· Create a learning culture
· Make connections
· Translate values into action 

Combining a focus on these will help generate safer, more compassionate cultures and organisations including through:

· Listening, developing listening skills, actively seeking out what it’s important to hear.  
· Learning from and acting on what is heard. Searching for new ways and sources and aspects of learning. 
· Joining the dots so that what’s heard in one place combines with that in another, creating a whole picture. Speaking a common language. If a range of partners in health and care consider that they are looking at different things and do so from different perspectives within alternative frameworks, the chances of effective joined up responses reduces. 
· Harnessing effective leadership attributes and facilitating living out of essential core values will support all of this.

What has been tried and what is thought to be constructive in establishing and supporting these imperatives? How can this be achieved within and across  organisations and alongside people who are in need of support and their families? Can we make better use of research literature to support progress? How can we draw on experience and insights across the system? 

[bookmark: _Hlk218591315]The ERG might consider further developing available learning and insights set out here, into short functional resources, capable of influencing change. Those resources could be aimed at addressing specific themes and issues across the range of stakeholders (that is, across all those who have an interest in or involvement in health and social care), and bearing in mind the range of responsibilities, needs and capabilities. 

A set of resources might be developed to:

· include a set of case studies (from different parts of the system) illustrating what can be done in creating positive cultures. (One case study is included in this paper). 
· consider responsibilities, needs and capability across the system. What are the priorities and for which parts of the system? Begin to develop an action plan for all parts of the system to generate safer cultures.  
· Further develop a bank of references and resources, including those highlighted in this piece of work. Arranging these in a format that is searchable for support with specific challenges and initiatives and aimed at specified  stakeholders. 
· Identify and share new and emerging research. 
· Develop a set of ‘model’ recommendations relating to organisational culture for Safeguarding Adult Reviews (SARs)[footnoteRef:5]. A focus on specific and relevant aspects of cultures identified in this paper and what can work to address these.   [5:  This may be of use even though repetitive recommendations in SARs indicate caution in placing too much store against a  reliance on SARs to effect change.  Work is underway through the national SAB Chairs network to consider how the impact of SARs might be enhanced. ] 

· Develop ‘model’ priorities for Safeguarding Adults Board (SAB) business plans based on priorities identified. Develop assurance frameworks in SABs to embrace this important aspect of safeguarding adults. 
· Identify aspects of this focus on organisational culture for inclusion in the ERG’s workplan.  
· Consider the context of organisational cultures and what needs to be addressed. What needs to happen to support the flourishing of ingredients of positive cultures set out here (including at government and national policy level)? For example, revision of the Care and Support Statutory Guidance (2024) definition of organisational abuse which does not refer to culture.

This paper is of limited scope with limited resources. It does not set out to be academically robust. It is offered as a basis for further consideration and  development.  

Methodology

[bookmark: _Hlk208166423]A  small sample of inquiries and reviews[footnoteRef:6] across sectors was initially considered to identify some of the hallmarks of organisational cultures that are highly repetitive where tragedies happen, including where organisational abuse in health and social care  arises. (Further reviews and inquiries were referred to as the work progressed). The following hallmarks were identified as significant in these sources and were underlined too in literature and in conversations in the course of this work. (This is not an exhaustive list).  [6:  These included at the outset (not an exhaustive list): BBC Workplace Culture Review; Respect at Work 2025;; SAR Joanna, Jo and Ben, Cawston Park Hospital; Thirlwall Inquiry;   independent learning lessons review, Keith Makin, Oct 2024; Serious Case Review, Winterbourne View, 2012; Serious case review Orchid View Nursing Home,2014, West Sussex; Safeguarding Adult Review, Whorlton Hall, Durham Safeguarding Adults Partnership, 2022; report of the Ockenden Review, 2023; Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013. 
] 


· Failure to listen. Disregard for patient, resident, family, staff voices 
· A lack of compassion
· Lack of connection across an organisation and/or system. Poor teamwork/communication
· Defensive leadership. Lack of transparency and accountability 
· Discrepancy between stated values or codes of conduct and the leadership of these for front line practice 
· Lack of a learning culture, including active resistance to learning or change. Failure to learn from mistakes
· Risk avoidance. Resistance to scrutiny, avoiding hearing or responding to complaints, preventing escalation outwards from the organisation. Reputational management
· Fragmented approaches, not aggregating concerns, not recognising patterns or themes.

An absence of a culture of safety follows where these hallmarks are present. Values and practices do not prioritise safety or wellbeing of patients or residents. Risk is not understood or addressed.  

These themes were the context for conversations with sixteen individuals from across the system. (see appendix 3). These individuals were not all intentionally or systematically selected. Conversations with some arose from conversations with others in the group. The ambition was to bring in fresh perspectives in speaking to some individuals outside of the ERG and outside of the regular contacts associated with it. (There are many ‘experts’ out there. Perhaps the ERG might call itself a ‘specialist reference group’!). It is recognised that the group approached is not representative of the whole system. 

During the conversations individuals shared or signposted relevant resources which are cited throughout this paper. 

The following areas were amongst those explored in conversations, reflecting on the above hallmarks: 
· What supports creating open, transparent, responsive, learning environments where staff and residents, patients and families are valued and listened to? 
· Looking right across the health and care system what would help shift repetitive hallmarks of cultures where things can go wrong? And in so doing help prevent organisational abuse. 
· Which hallmarks of cultures most require attention and why?
· What experiences or examples of practice and approaches could individuals share that have worked in shifting cultures? 
· What would encourage those stuck in the hallmarks identified, to shift these? What are the motivators? What are the barriers?

Some of the barriers to establishing positive cultures

Whilst the main intention here is to look at positive steps that can be taken, some of the barriers to developing cultures that guard against organisational abuse (and which emerged in conversations) are acknowledged here. Features of positive cultures put forward by participants can be seen to address some of these barriers. 

· Fear and anxiety including because of reputational risk, financial risk, potential job loss, repercussions on patient or resident. Fear of bullying, harassment, discrimination, sometimes involving staff cliques.  
· Feelings of futility. People keep quiet because nothing happens if they speak up. 
· Decisions and actions based on finance and resources (budgets, profits, time resource). Focus on targets over patients (Mid Staffs NHS Trust (2013)[footnoteRef:7] for example). Competitive tendering disables networks of cooperation.  [7:  See Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013] 

· Power dynamics. A sense of being or not being important. 
· A tendency to being solution focused rather than taking time to understand the issues and the root causes (‘Give me solutions, not problems!’) A tendency to focus on remedies for abuse rather than on prevention.
· Lack of import attached to feelings that ‘something’s not right’. Over emphasis on material and tangible signs. ‘You can’t write a report based on a feeling, can you?’   (Patient Experience Library, 2025)[footnoteRef:8]  [8:  A valuable source of ideas on what can work] 

· Inconsistency in language and guidance or frameworks across organisations
· Metrics being driven by a desire to show success and to further a particular agenda, rather than being driven by a will to learn and develop. (See ‘’Metrics, measurement and the illusion of success’[footnoteRef:9], Louise Patmore August 2025)  [9:  Louise Patomre, a systems convener working in health and social care.  A  valuable source of insight on co-production ] 


 Rationale and inspiration from available literature. 
The rationale for a focus on organisational culture is compelling. How far is the following (and other) pertinent literature known about and made use of in making an impact?

There is an extensive literature both supporting the rationale for this work and offering inspiration about how impact can be achieved to put a stop to tragedies that reflect repetitive hallmarks and deficits. Much of this chimes with the messages shared in conversations. Even within limited time and resources, it’s possible to find valuable sources of insight and help. How can we draw attention to and use this to support change? 

Examples of an extensive evidence base, supporting the rationale for this focus on organisational culture includes: 
(Further examples are linked throughout and in footnotes). 

Relevant research is developing at pace. It’s vital that this and other detailed research experience is embraced in the work of the ERG.  Research for example carried out by Josephine Sirotkin (PhD)[footnoteRef:10] Sirotkin, J. (2024) Understanding care practices and the mistreatment of disabled adults in congregate care in England. A PhD thesis. Research recently published by Bethan Edwards[footnoteRef:11]. Research on avoidable harm in mental health social care from  Carr, S; Sweeney, A; Coldham, T; Hudson G et al.[footnoteRef:12] Both of these last two have a focus on community settings (an important consideration in organisational abuse). Professor Sara Ryan’s Critical Health and Learning Disabilities: an Exploration of Erasure and Social Murder(Routledge, Sept 2025)[footnoteRef:13], argues that people with learning disabilities are experiencing ‘social murder’. Her research reflects their marginalisation and exclusion. She shows that  the conditions leading to premature and unnecessary deaths of people with learning disabilities are known about, yet nothing changes.  We each have responsibilities in this, and each must own our part in confronting and doing something about it.  [10:  Sirotkin, Josephine Louise (2024) Understanding care practices and the mistreatment of disabled adults in congregate care in England. PhD thesis, University of Leeds. (Available on request). Included documentary analysis focused on safeguarding adults reviews (SARs) and 18 semi structured interviews with people who had experienced or witnessed mistreatment within congregate care. ]  [11:  Institutional Abuse, Neglect and Harm in UK Community Mental Health Services: A Scoping Review of the Peer‐Reviewed Evidence - Edwards - 2025 - Health Expectations - Wiley Online Library]  [12:  Carr, S., Sweeney, A., Coldham, T. and Hudson, G. (2023). Avoidable Harm in Mental Health Social Care. London, UK. https://www.avoidableharm.org/]  [13:  Ryan, S (2025) Critical Health and Learning Disabilities. An Exploration of Erasure and social Murder. ] 


The second SAR analysis’(LGA, 2024) briefing for senior leaders and SAB members (LGA, May 2024) recommends that, ‘Where SAR learning results in renewed focus on specific aspects of practice, senior leaders must ensure that their agency’s workplace environment and culture are receptive to the development of best practice, and that workforce skills and knowledge can have the desired impact on practice’. 

[bookmark: _Hlk207882166]CQC commissioned a (soon to be published) rapid review on organisational abuse (2025)[footnoteRef:14]. This review indicates the significance of organisational culture in organisational abuse and arguably makes the case for further work in this area as follows: ‘A large patient safety literature is increasingly identifying the kinds of system weaknesses that may contribute to active failures … Notably, while this literature, and multiple inquiries and investigations into organisational failures in the NHS, has consistently identified the role of organisational culture as a latent condition or contributory factor… the term “culture” does not appear in the  Care Act, albeit some brief mentions are made in the accompanying guidance[footnoteRef:15]’. The rapid review notes  some examples in the literature, of forms, characteristics and predisposing conditions for organisational abuse. A wider consideration of sources, including those from NHS perspectives reveals greater emphasis on predisposing factors and on organisational culture. Some of these will be cited here.  [14:  Organisational abuse: a rapid review, Richard Lewis, Mary Dixon-Woods, Graham Martin
March 2025]  [15:  Care and Support Statutory Guidance, 2024 14.35. ‘Commissioners should encourage an open culture around safeguarding, working in partnership with providers to ensure the best outcome for the adult at risk…’ ] 


[bookmark: _Hlk213229095]Many tragedies over a period of more than sixty years, reflected in SARs and inquiries (including for example, those into events at Mid Staffordshire Hospital, Winterbourne View Hospital  and Whorlton Hall), have indicated the significant impact of organisational culture on organisational abuse. Yet the pattern is repetitive, despite determined efforts that follow some of these events, from professionals, families and others. For example, Lesley Jeavons, Chair of the Durham Safeguarding Adults Partnership (SAP), where Whorlton Hall was situated, continues to work with colleagues in the region to impact on the cultural hallmarks at the root of organisational abuse. Some of the insights and initiatives generated there are reflected in this paper. 

[bookmark: _Hlk215253960]The Patient Safety Library reminds us (p22) [footnoteRef:16], ‘Currently our collective effort including producing reports with recommendations that overlap with recommendations from other inquiries ‘is unlikely to break free of this [repeating] pattern…if that approach were the right one, it would have worked by now. It hasn’t’. This provides a provocation to look in different ways at how we can make change happen, including action across sectors and with people who experience health and care services. Considering what can be done at national and local level.  [16:    The Patient Experience Library: Red flags for harm, Responding to challenge  (April 2025)] 


CQC statutory guidance (in accordance with s.23 of the Health and Social Care Act 2008),  Right care, right support, right culture, May 2022 (first published in 2017as ‘Registering the Right Support’) sets out how CQC regulates providers supporting autistic people and people with a learning disability. There is a significant focus on cultures. The expectation is of a culture where the ‘ Ethos, values, attitudes and behaviours of leaders and care staff ensure people using services lead confident, inclusive and empowered lives.’  The fundamental messages apply to all those in receipt of health and care support. 
The guidance offers case studies including from three providers rated outstanding (a hospital inpatient ward, a care home and a shared living provider). These provide a practical resource, reflecting some of the content of conversations set out below about what works in creating positive cultures. 
 
[bookmark: _Hlk208157985]A Care Quality Commission (CQC) paper on identifying and responding to closed cultures  and the impact of these, defines a closed culture as, ‘a poor culture that can lead to harm, including human rights breaches such as abuse.’ Adding, ‘In these services, people are more likely to be at risk of deliberate or unintentional harm’. In recognition of the need for collective action to impact on repetitive patterns of harm, the CQC’s strong focus on closed cultures has included establishing and working with the organisational abuse ERG. 

Work relating to faith communities and safeguarding (SCIE, 2018)[footnoteRef:17], Safeguarding people in faith communities  acknowledges that ‘Safeguarding is everyone’s business. For faith-based organisations and communities, getting this right can be challenging but it must be at the heart of everything they do…it’s about culture and behaviour’. Linking of course with the Makin Report, 2024[footnoteRef:18], Independent review into Church’s handling of Smyth case published | The Church of England, 2024, underlining many of the hallmarks that will be explored in this paper [17:  Safeguarding people in Faith Communities, SCIE 2018]  [18:   Keith Makin Independent Reviewer, 18th October 2024   INDEPENDENT LEARNING LESSONS REVIEW JOHN SMYTH QC, ] 


A report of the Nuffield Foundation for the Thirlwall Inquiry, April 2024, includes analysis of responses to a questionnaire that was sent to all 120 NHS trusts with neonatal units in England (in Autumn 2023). It includes reference to the significance of organisational culture. It sets out features of positive and challenging cultures and speaks to themes running through this paper. For example, ‘policies, structures and processes on their own are not sufficient to ensure services are safe and effective. A wide body of research indicates that culture and leadership are critical, and a positive culture is needed for systems and processes to achieve their aims’.

CQC, Learning, Candour and Responsibility, 2016[footnoteRef:19] , This review was carried out in response to the very low numbers of investigations or reviews of deaths at Southern Health NHS Foundation Trust. The report responded to clear problems with the way that Trusts identify the need for investigation into care provided and the way in which investigations are carried out. One of the highest profile examples of this it says is the death of 18-year-old Connor Sparrowhawk, who died in a Southern Health provider unit in 2013.The review includes that many carers and families do not experience the NHS as being open and transparent and that opportunities are missed to learn across the system from deaths that may have been prevented’.  [19:  CQC December 2016, Learning, candour and accountability A review of the way NHS trusts review and investigate the deaths of patients in England] 


Some of the above and other resources (below) support getting to the bottom of where a focus is needed and what can be done to effect change. These and others lend themselves to inclusion in the suggested creation of a set of themed functional resources aimed at creating positive organisational cultures. 

Sources include: 

· Wales is four years into a 10 year strategy to develop culture across health and social care to support delivering high quality, constantly improving care. Professor Michael West is currently supporting Health Education and Improvement Wales to develop the national health and care leadership strategy in Wales. See for example the potential for change here in the work of Professor Michael West  Michael West | The King's Fund and Leaning into leadership with Michael West |  ( a podcast, Michael West in conversation with Matthew Winn, Chief Executive, NHS)

· the Patient Experience Library, April 2025, Responding to Challenge includes a red flag tracker available here Responding to challenge report and red flags tracker - Care Quality Commission and here The Patient Experience Library: Red flags for harm (April 2025) - Good practice - Patient Safety Learning - the hub)). It includes substantial research on the warning signs of a closed culture. It provides an excellent tool to support identification, prevention and taking action. 

· A recently published  West Sussex Safeguarding Adults Board, Provider Learning Review (2025) includes recommendations for firm actions to be coordinated across all parts of the system. This is helpful, especially perhaps in considering whole system SAR recommendations that can support making a real impact on organisational cultures. The recommendations in this review include for example, specific recommendations on advocacy (including extending the statutory right to advocacy so that it is for the whole person, not just a specific task’ ), rigour in collating concerns and responding to patterns of concerns, family engagement and involvement (including informing about how to raise concerns/complaints),  learning about closed cultures so that this informs quality assurance and other roles relating to provider services. 
These are areas capable of supporting positive change. The review offers examples of model recommendations for addressing cultures. The challenge is to extend these to make expectations and assurance more ambitious. 

· For example, a NDTi / PCH paper on advocacy[footnoteRef:20] sets out in an appendix, specific examples of what can be done and by whom (offering example actions across a range of stakeholders) to enhance the effectiveness and availability of advocacy in safeguarding adults. These are ambitious and specific. It might be that the same issues are live for a locality following a SAR and might be used as a basis for local action. Significant messages in the NDTi/PCH paper are reflected too in a paper produced by Durham Voiceability in response to the Whorlton Hall SAR findings. [20:  Strengthening the role of Advocacy in making safeguarding personal, LGA and NDTi, Sept  2020.] 


· [bookmark: _Hlk208235620][bookmark: _Hlk208228837]Two publications in 2019 and 2020 consider what can work in effecting change: Making Safeguarding Personal for commissioners and providers of health and social care LGA,  2019 and Practical examples of Making Safeguarding Personal from commissioners and providers of health and social care, LGA, 2020. These publications were based on workshop sessions where providers, commissioners and the regulator contributed experience and ideas about what works in making safeguarding personal (and effective). Some of the experience shared is included in this paper.  

· Closed cultures in social care: Guidance and questions to ask | Local Government Association provides guidance for the council workforce on identifying where a closed culture may exist, or where there may be a risk of one developing, in social care services for people with a learning disability and autistic people. It offers questions for a range of ‘players’ and has a significant focus on commissioners. It includes questions at each stage of the commissioning cycle. It aims to support commissioners, providers, staff, people who draw on services. Some of these questions can form a basis to challenge, to develop approaches and to prompt improvement as part of SAR recommendations, SAB assurance and elsewhere. 

· A CQC closed cultures[footnoteRef:21] team whose focus is on prevention, identification and investigation/response to organisational abuse.  [21:  CQC defines a closed culture as “a poor culture that can lead to harm, including human rights breaches such as abuse.”] 


Insights from conversations. What have we tried? What have we learned? What might we do next? 

Can relevant extensive research and literature be made accessible? Can this   combine with messages and experiences emerging from these conversations to inform system-wide action?  What does all of this say about what might be our priorities? Who needs to be part of the conversation and action? Are there tools and resources that could be created to help?

Conversations demonstrate the value in engaging with a range of people from different perspectives and parts of the system to find out what might support impact in an area that is ‘stuck’. The effort must be inclusive. It must deliberately seek out new connections and invite challenge that can disrupt current pathways to finding solutions. 

From the conversations, five repetitive imperatives for change emerged and are discussed. These are reflected in the research literature. Part of the imperative and the challenge is addressing the interconnected nature of these. The system needs to engage with them all to make change happen. A case study contributed by Island Healthcare (Isle of Wight) concludes discussion of these imperatives, combining these in addressing developing signs of a problematic culture.  

The aim is to create safer, more compassionate cultures and organisations that: 

1. [bookmark: _Hlk215248437]Listen, understand and act on what is heard to inform change
2. Lead openly and courageously 
3. Create a learning culture
4. Make connections
5. Translate values into action 

1. Listen, understand, and inform change

 ‘The suffering was caused by a serious failure on the part of a provider Trust Board. It did not listen sufficiently to its patients.‘, Sir Robert Francis, QC, 2013[footnoteRef:22]  [22:  Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013
] 


What can support a listening culture in an organisation? 

Included in this section:
· Learning and developing to support empowerment and effective listening 
· Listening to staff, including embracing the learning, practice and insights from Freedom to Speak up Guardians (NHS)
· [bookmark: _Hlk215235398]Engaging with patients, service users and families. What can help? 
· Co-production support and principles 
· Advocacy 

For staff and for people who use services and their families a focus on empowerment is crucial. In her research, Bethan Edwards (2025)[footnoteRef:23] reflects the words of a patient…’ ‘If you raise any issues or challenge any decision you are seen as a difficult patient. You are not expected to have a valid viewpoint. They know best. They can make life very difficult, refuse to help you, and most likely change your diagnosis to personality disorder so that no one will want to treat you.’ [23:  Institutional Abuse, Neglect and Harm in UK Community Mental Health Services: A Scoping Review of the Peer‐Reviewed Evidence - Edwards - 2025 - Health Expectations - Wiley Online Library
] 


Conversations included recognition of the importance of: 
· Inclusivity. All voices count 
· encouraging and empowering people to speak out. Actively seeking out those whose voices haven’t been heard 
· developing skills in having good conversations (at all levels in organisations) 
· providing tools and support to assist with this, including through co-production, peer support and advocacy 
· developing skills and approaches in being curious, including having courage not to close down conversations about the things it’s hard to hear
· following up on what is heard. 

What can help in making this happen? Some suggestions from conversations: 

· Learning about listening. Developing staff to empower and listen to people and their families. Some resources that can support developing these skills include (there are many more, including some cited elsewhere in this paper):

· [bookmark: _Hlk215233665]‘Speak Out, Listen Up’, Megan Reitz & John Higgins, 2nd edition, (2024) 
sets out the importance of listening and offers useful tools for  teams/ organisations/meetings, for example in encouraging challenge. 
· ‘Listen’: How to find words for tender conversations, Kathryn Mannix (2021) .
· Learning about how to enable peer support and co-production in organisations. For example, Changing Futures, Sussex has a range of evidence and resources (and a team) available.   
· In West Sussex carers in care homes have a set of ‘FINK’ cards containing prompts that help in starting conversations with residents in care homes about how they are feeling and their day to day experience. This is set out in  appendix 5, LGA 2017[footnoteRef:24].. Safeguarding Champions in care homes support understanding. The whole approach was co-produced with families of those who lived at Orchid View nursing home and with front line staff, following the Orchid View SAR[footnoteRef:25]. [24:  Making Safeguarding Personal for Commissioners and Providers of Health and Social Care, LGA, 2017]  [25:  Serious case review, Orchid View Nursing Home,2014, West Sussex] 

· ‘Creating Person-Centred Organisations’, Stephen Stirk & Helen Sanderson, 2012[footnoteRef:26] contains helpful and well used tools for person-centred conversations (such as talking with people about what a good day or a bad day looks like and what it would take to have more good days and fewer bad days).  [26:  ‘Creating Person-Centred Organisations’: Strategies and tools for managing change in health and social care and the voluntary sector’ Stephen Stirk & Helen Sanderson, 2012] 

· Continuing to develop legal literacy including in principles of the Mental Capacity Act, and Human Rights Act which are significant in making sure people are heard. Tools for understanding ‘best interests’. 

This begins to show the need for a much broader and deeper view on the learning and development required to enable compassionate, safe organisations and to prevent and respond to organisational abuse. A need to consider fundamental aspects of care, practice and culture, alongside the more specific focus on organisational abuse and responses to it. It illustrates just some of the tools to enable this. 

· Listening to staff. Supporting effective approaches to this

‘Blame cultures’ in mental health and social work could mean that practitioners are afraid to take responsibility or whistle blow for fear of reprisal. …’, (Bethan Edwards’, 2025)

Conversations with the National Guardian for the NHS offered helpful resources and insights, not only specifically in relation to the role of Freedom to Speak Up Guardians in NHS Trusts, but also introducing resources, references and insights in respect of the leadership of a listening culture that must underpin ‘speaking up’.

The following can help:

· Use ‘processes such as reverse mentoring, shadow boards, entrance and exit interviews [which]can, if you really pay attention to them and conduct them well, give you deeper insight into the experience of others. As does, of course, genuinely making yourself accessible and listening to people in contexts that put them at their ease.’  (Reitz, M and Higgins, J,)[footnoteRef:27] [27:  Speak Out, Listen Up, Megan Reitz & John Higgins, 2nd edition, (2024) 
] 


· A Speak Up Review of ambulance trusts in England, The National Guardian’s Office (2023) referred to ‘willingness to listen to what workers are saying as central to transforming cultures. Then to use what’s heard to act and make improvements.’

· Use ‘Freedom to Speak Up’ as a tool for improvement. See the role of Freedom to Speak Up Guardians and the National Guardian’s Office. Extend learning that has already begun. Use these approaches and resources to inform commissioning and regulation. The guardians were created in response to recommendations made by Sir Robert Francis QC’s report, ‘The Freedom to speak up’ (2015). The National Guardian’s office will be lost in the current round of government cuts. It is important therefore that the principles, practice and insights from this are heeded. 

The following is already underway and needs to continue:

· Use the learning from Freedom to speak up Guardians’ training and apply more generally. The National Guardian’s office has worked with Health Education England to develop learning resources for leaders in setting the tone for a good speaking up culture to increase the depth of ‘well-led’ domain inspections.

· Extend the work to date of the National Guardian’s Office in working alongside CQC on the single assessment framework to increase the depth of well-led domain inspections around speaking up cultures.


CQC findings (2023, updated 2025)  Listening, learning, responding to concerns - Care Quality Commission  includes the following in a Summary of findings and improvement actions - Care Quality Commission. 

Actions must include:
· Offering feedback to people who speak out 
· Gathering feedback directly from people who speak out to inform understanding what those barriers are 
· Commission research on this…CQC has said this is an intention. Perhaps existing research (some cited in this paper) can help. 

· Engaging with patients, service users and families. Listening and empowering to speak out. What can help? 
Are there approaches that can be used to empower, involve, engage people both in shaping services and in offering feedback (and being heard!)?  
A case study (at the end of this paper), shared by Island Healthcare, (Isle of Wight), offers the following suggestions:
· Engage with families of care home residents who have dementia. Make them part of the care team if they wish, sharing the care plan with them. Involve them in shaping personalised care. 
· Run a family forum (as in the case study) to facilitate trust and a climate where concerns can be raised more easily than in a more traditional problem focused residents and relatives meeting. 
· Inform residents and families about what they can expect and what is available. Manage and inform expectations about what good care should look like. Inform about cost. Inform about what’s in a contract that can help. The latter is promoted as good practice in Bracknell Forest SAR, AB care home

· Peer support and co-production principles and practice. Putting these principles into practice supports engagement and empowerment at individual, organisational and system levels.  Empowering individuals and organisations so that lived experience becomes a catalyst for positive change.  

· Promote/commission peer support, especially in closed cultures. 
For example, peer support for individuals on a ward or in a nursing home. ‘Perhaps facilitating a patient viewpoint session run by volunteers, independent of the NHS trust or home. They might set questions around experience and run group discussions and feed notes back to the ward/ manager.’ (Duncan Marshall, Chief Executive, Capital)
· Promote / commission co-production. 
The importance of feedback loops and listening systems:  Louise Patmore, working in the Sussex health and care system, underlines the importance of ’iterative improvement , which requires welcoming feedback, recognising patterns, acting visibly on input’.

Co-production has significant potential to impact on the repetitive cycle of abuse in health and care services. It merits a focus in SAR recommendations and a focus across organisations and SABs. This is further developed in the sections below on making connections and on leadership (including of organisational values). 

The Sussex Changing Futures website contains substantial insights into co-production for system change. The Changing Futures working definition of system change: ‘System change is a continuous, collaborative response to the changing needs of people that need and use services. It involves changes in the people, processes, organisations, beliefs and cultures that make up the system. It is important because without it, people die early of preventable deaths.’

· Advocacy, supporting hearing people’s voices

There was extensive discussion of advocacy in the Whorlton Hall SAR. “Current arrangements for the commissioning and oversight of advocacy services and the skill requirements of independent advocates, are inadequate for people with learning disabilities and/​or who are autistic, who are in-patients in specialist mental health hospitals or who are at risk of becoming in-patients. This leaves people in the most high-risk settings, the least well served and creates a false security that advocacy is in place”. (Whorlton Hall SAR, Durham Safeguarding Adults Partnership, 2023[footnoteRef:28]).  [28:  Safeguarding Adult Review, Whorlton Hall, Durham Safeguarding Adults Partnership, 2022] 


Shortcomings including in respect of provision, offer and understanding of advocacy  (across sectors) are noted in the national SAR analysis (2024). Advocacy is an important means through which to hear people’s voices. It supports people’s inclusion in decisions, to say what they want and to have their rights protected[footnoteRef:29]. It is a statutory right in the context of safeguarding adults (Care Act, 2014).   [29:  “Advocacy is taking action to support people to say what they want, secure their rights, pursue their interests and obtain services they need. Advocacy providers and Advocates work in partnership with the people they support and take their side, promoting social inclusion, equality and social justice.” (Advocacy Charter, NDTi, 2018)
] 


How can actions in relation to advocacy be framed in SARs and promoted by SABs to make a difference?  Nuanced and specific actions responding to specific shortcomings are called for, including in relation to commissioning of advocacy. 

Resources that offer support with this

A paper is available on the Durham SAB website outlining what needs to happen. It  identifies advocacy services as one of the pillars in keeping people safe and highlights systemic weaknesses in commissioning and provision of advocacy. 

A more detailed (unpublished) paper produced by advocacy projects in the North East of England (NE) following the SAR, refers to a range of ways in which effectiveness of advocacy can and will be enhanced. Tangible steps are being taken to make a difference, including facilitating a process whereby intelligence known to advocacy providers is shared in multiagency meetings where provider concerns are discussed: 

	
Example of impact: local action in bringing advocacy intelligence into provider concerns forums.  

Advocacy providers in the NE suggest: Include intelligence from advocacy providers in multiagency provider concerns meetings to support recognition of signs or risks of organisational abuse. This is an important action. 

Making the most of intelligence from advocacy partners about what they see in provider settings that suggests wider issues (not simply individuals’ issues). Local advocacy providers regularly identify organisation-wide intelligence when advocating for an individual. There is often no clear system or place to take those concerns. The Director of  Adult Social Care in Durham has instigated a system where intelligence from advocacy is received for inclusion into a system of multiagency bimonthly meetings convened to share intelligence on provider concerns. The Director has challenged all NE local authorities to do the same.

This should be replicated elsewhere. 




This idea is also put forward in a NDTi / PCH paper (2020)[footnoteRef:30]. This paper offers model action plans (in ready-made templates, appendix 1) which specify who might be involved in taking each action forward, including at a national and regional level. These actions can easily be taken on board in SAR recommendations or by provider organisations, commissioners or by SABs in business plans.  [30:  Strengthening the role of advocacy in Making Safeguarding Personal, PCH / NDTi 2020] 

One part of the model action plan offers ideas on enhancing the contribution of advocacy in provider settings. 

2. Lead openly and courageously 

· Consider evidence based research on what leadership of healthy, safe, compassionate organisations looks like. How might we use what has been shared in effecting change? 

Ensure consideration of appendix 1, in which insights from leaders in healthcare, explore vital ingredients for leading healthy, safe, compassionate organisational cultures. These include suggested practical actions. (The appendix includes part of a  summary produced by Matthew Winn[footnoteRef:31] from a podcast series that explores the leadership role. These insights should be at the heart of learning about and developing leadership of safe, compassionate cultures.   [31:  Matthew Winn is Group Chief Executive - Cambridgeshire Community Services NHS Trust and Norfolk Community Health and Care Trust. Specialist advisor to NHS England on Intermediate Care] 


A focus on leadership, is fundamental to positive change. This will drive the other four imperatives. (Listen and empower to inform change, create a learning culture, translate values into action, make connections). 

How can the system work together to use existing learning on leadership to best effect? Can experience, insights, research be distilled to provoke specific actions to stimulate improvement across the system? (Can the paper set out in appendix1 help with this?). Can these insights for example, support further development of the CQC single assessment framework process in the ‘well-led domain? Can they support organisations across the whole system in adopting the hallmarks capable of creating healthy organisational cultures? 

Actions might include: 
· consider how these available resources might shape and develop regulation. 
· use the work to date of the National Guardian’s Office (NHS) for example, in working alongside CQC on the single assessment framework to increase the depth of well-led domain inspections around speaking up cultures.
· disseminate the research of Professor Michael West[footnoteRef:32] and the leadership insight provided by Matthew Winn, CEO, (following his podcast conversations with eleven CEOs of outstanding NHS providers) as a template for improvement. Including informing the regulator’s well-led domain.  [32:  Senior Visiting Fellow at The Kings Fund and Professor of organisational psychology at Lancaster University.] 

· collate and disseminate insights on leadership from across conversations, some reflecting on lessons from SARs. 
· consider whether SAR recommendations should call for specific leadership actions. (including drawing on the work of Professor Michael West and that of Matthew Winn). Consider whether a SAB should have a focus (and how) on organisational culture and leadership in its assurance role? 
· consider an emphasis on co-production in leadership.
·  consider recruitment and job descriptions for leadership positions. 
Podcasts introduced by Matthew Winn (including one  with Professor Michael West, Leadership & culture in healthcare offer valuable insight about what works well in leading organisations. He speaks in the podcasts with 11 CEOs whose Trusts are ‘best in their class in at least two of the national people themes from the 2022 NHS staff survey results’. They share ‘what works.’ This is reflected in a short summary paper from twelve podcasts, produced by Matthew Winn (2024). (Reproduced in part in Appendix 1). These are hallmarks of leadership of healthy cultures identified through 20 years of research as well as many years in role (for those who have engaged in the podcasts). This valuable and evidence based resource should be recognised and used more widely. 

[bookmark: _Hlk213164552]The work of Professor Michael West and Matthew Winn chimed with examples shared across conversations (see appendix 1)) and with examples from a PCH workshop with commissioners and providers (2019,2020)[footnoteRef:33]. Appendix 1 takes from all of this, examples of what matters in leading the development of positive cultures [33:  Making Safeguarding Personal for commissioners and providers of health and social care LGA,  2019 and Practical examples of Making Safeguarding Personal from commissioners and providers of health and social care, LGA, 2020.] 


· Consider the role of co- production in leadership 

How can co-production help shape and influence organisational cultures,  empowering people at risk of or experiencing abuse in organisational settings? 
Louise Patmore offers invaluable insights into the potential contribution of co-production in shifting cultures. She highlights that co-production and involvement mean ‘meaningful and authentic participation of people with lived experiences … in shaping the systems and services that serve them’. This is further explored by Sussex Changing Futures here.
Further input from conversations begins to shed light on this:
· ‘Use co-production to create lived experience leadership, not just lived experience input. Slow down, listen properly and let people shape the agenda’. (Duncan Marshall, CAPITAL LinkedIn , August 2025)
· Investing ‘long term’ in creating right cultures is emphasised by Louise Patmore who reflects that, without systemic change to achieve long term outcomes, the problem will be identified , a small project will be launched which may bring short term success. The problem will return. 
· Michael West and Matthew Winn also refer to the importance of ‘Engaging in long term strategies to shift and maintain cultures. Talking in the podcast of ‘not just reaching for the next shiny thing’. (Wales has a 10 year strategy underway to develop culture across health and social care to support delivering high quality, constantly improving care).[footnoteRef:34] [34:  Professor Michael West is currently supporting Health Education and Improvement Wales to develop the national health and care leadership strategy in Wales.  
] 

· This point is significant perhaps in guiding SAR recommendations and SAB action plans. Considering foundational issues alongside protocols and specific approaches and tools. Looking at what can be done to set the right context for these.
· Consider engaging co-production experts to support a co-production approach to developing services. Some of the other hallmarks of positive cultures will then follow.  

3. Create and sustain a learning culture

Further examples are highlighted in appendix 2, supporting the vital role of learning, in creating safe and compassionate organisational cultures. 

· Where should our focus be? What should be our expectations? What can be done and by whom? 

Conversations and literature indicate that in striving to create safe, compassionate cultures, action for all players and at all levels across the system need to be considered. What needs to be learned and how? What gets in the way of learning or facilitates it? How can creative and ambitious aspirations around learning be encouraged and influenced? This learning happens, when the other four imperatives (set out in this paper) are in place and working well. (Listening/responding, open and courageous leadership, values are translated into action, the dots are joined to reflect where learning needs to happen).

Conversations indicated that development of learning opportunities must not be perceived as confined to formal training. Learning happens including 
· when leaders help staff to understand what organisational values mean every day in practice 
· when we hear and respond to what would make a better day for service users and their families
· when we listen and respond including to complaints
· when we make time for reflection and discussion to enhance understanding 
· when champions and mentors support understanding of safe, compassionate care and support every day. 


· Examples of what can support learning include:
(Appendix 2 offers further examples). 

· Make reflections in SARs more ambitious (and reflective of organisational culture issues) about the learning that needs to take place? 
· Extend the scope of assurance on learning and development (SABs) and the support that SABs offer to this?  
· Make sure that learning from people takes place …From families, patients, service users, staff …including through peer support, advocacy, co- production. That a range of approaches supports this. This is built into assurance (SABs, organisations, regulator, commissioner).
· Bring in where necessary, expertise to support effective rather than tokenistic co-production. 
· Identify learning needs from a range of information such as complaints and surveys. Lean in to any messages that it’s hard to hear. Learning too about how  to identify and address where concealment of such is a feature? 
· Develop understanding of patients, service users and families about what to expect from support and services. 
· Develop understanding of where there are barriers to learning and confronting these within and across organisations. 

· Extending the scope of the curriculum and the approach to developing staff and managers at all levels and across the system.

Contributors said that the curriculum must be broad, and tailor made according to the available evidence base about areas of concern. It should aim to reduce the chances of organisational abuse happening by increasing the possibility of a positive culture. Frequently in SARs or in SAB action plans assurance is sought around formal ‘off the peg’ learning in respect of areas specific to safeguarding. This is of course important and will be reflected in the following section on making connections. But there is more to learn and more to learn from. (The Durham Safeguarding Adults Partnership takes an approach where facilitators of learning hear what is most challenging for front line staff and respond).  

The conversations highlighted a range of necessary areas of learning and of approaches and material that can support learning. Further examples are offered in appendix 2 and within the literature cited earlier in this paper. Some examples include:

· Learning about listening and about how to approach difficult conversations and manage conflict. (See imperative no.1 above)
· Learning resources developed by The National Guardian’s office which has worked with Health Education England to develop learning resources for leaders in setting the tone for a good speaking up culture.
· Using the evidence based support for leaders in appendix 1, indicating approaches and actions for leading healthy cultures. 
· Drawing on the expertise of coproduction organisations to enable learning from those in receipt of care and support. 
· Learning about person centred practice and what aspects of organisational culture support this. (see LGA resources on Making Safeguarding Personal, including those cited earlier)  
· The Patient Experience Library[footnoteRef:35]is an important learning resource. An evidence-based approach identifying ‘red flags’ for harmful cultures which should ‘be a prompt for exploring concerns and asking the right questions.’ It says (page 35),  ’These can help patients and NHS staff who spot something ‘not quite right’ to move on from worrying about whether they are imagining things…By comparing their own observations with what has been observed in previous situations of known harm, they can open up evidence-based conversations.’  [35:  The Patient Experience Library: Red flags for harm, Responding to challenge  (April 2025)
] 

· Consider the range of literature and what it says about local concerns and needs. What can help?
· A PCH publication on questions to ask about closed cultures[footnoteRef:36] is of particular relevance in supporting commissioners (but is also useful more broadly) in thinking about learning needs. For example, in drawing up a specification for a  social care service for people with a learning disability and autistic people.  The resource asks the commissioner to consider: [36:  Closed cultures in social care: Guidance and questions to ask, PCH, April 2024
] 

· Am I up to date with what is considered good or bad by people with a learning disability and autistic people?
· How will I seek the views of people with a learning disability and autistic people, their families and representatives, to inform the specification?
· Am I familiar with the content of the Oliver McGowan mandatory training? 
· How much weight do we want to give in our specification to recognising the risk of, and taking action to prevent or change, closed cultures?
· Are we confident that we understand, and can describe, what a closed culture is?
· Can we clearly describe the positive cultures that we require?
· Do we emphasise the requirement for positive cultures in our specifications for all models of social care support (not just in specifications for care homes)?
This is a very helpful resource from which to draw up a curriculum for a range of roles. 

· Messages about what helps and what gets in the way of learning:

The following enablers are amongst those highlighted in conversations. Being open to being disrupted by new thinking and perspectives, engaging with co-production experts to understand user perspectives, non-hierarchical organisational structures where all can contribute ideas and feedback. Leaning into the messages that are difficult to hear. Hearing and responding to complaints and feedback. Facilitating genuine opportunities for this to happen.  

Scrutinising and joining up insights from available research / information across a range of sources (whether within or across organisations) also supports learning. This will be expanded on in the below section on making connections. Examples are the work of the Patient Experience Library and of Professor Michael West and Matthew Winn (CEO) where 20 years of research on NHS staff surveys underpins learning about leading positive cultures. 

A former quality lead for a care provider, supported understanding about barriers (and conversely enablers) to learning: 

· Effective learning takes time and resources. It needs to be part of continual quality management. 

· Knee-jerk reactions to issues resulting in quick superficial changes, without involving people that use services or work directly with people. These are a barrier to learning.

· Learning is sometimes too far removed from the front line. Specialist teams often carry out audits, sharing learning with senior managers. Staff who have been part of the presenting issue don’t learn from the experience because others are doing this work.    

· Absence of root cause analysis. Measuring compliance by analytics. Tendency to sign off solutions quickly, rather than fully understanding and sharing learning on why something occurred. 

· Solutions often tell people what they must do, giving them guidance, updating procedures and training, rather than helping real understanding as to why something happened in the first place.

· Avoidance. Those working in services may not record complaints for fear that these will be highlighted in a negative way, rather than seeing these as an opportunity to be proactive and responsive to low level issues before they impact on people. What helps is using a constructive, supportive, understanding approach, Asking for an explanation rather than just focusing on what has happened and asking for solutions.


4. Make necessary connections

This ‘make connections’ imperative is wide ranging. These connections need to happen in a range of ways and at every level within and across organisations. A lack of collaboration and co-operation is in every case a hallmark of situations where organisational abuse arises. Making the range of connections (explored here in conversations and in research literature) is integral to addressing this. 

· Joining the dots within and across organisations. Considering a range of information to detect patterns

Examples of joining the dots. Why it matters and examples that help.

	Good practice example

Collating feedback that Changing Futures, Sussex has received:
We wanted to catalogue the feedback from various places to use as a resource for the programme, and also to honour the people who have taken time to provide the feedback. We have arranged it into themes, some of which cross over into more than one theme.  This Feedback Tracker is now a live document which will be constantly updated.  We can track if we have repeated feedback, highlight specific themes or areas, look at it from multiple perspectives and sort by role types, themes, and dates; this is now a really useful bank of information. (Changing Futures, Sussex)




In many local authority areas organisations and disciplines come together for regular ‘provider concerns’ meetings, sharing information at all levels to identify patterns of concerns. It’s important that these forums consider all available information and how they can facilitate making the range of necessary connections. More recently some provider concerns forums have begun to consider inclusion of a wider range of relevant partners such as advocacy partners and police colleagues. Making these connections is important. 

Respondents reported the value of triangulation of the multiple sources of data on complaints, safety issues, informal concerns. Nuffield Trust, 2024[footnoteRef:37]. An example of this has been offered above in an  Emerging Concerns Protocol , CQC, Feb 2024 This offers a mechanism to triangulate information that may indicate risk. It is concerned with system rather than personal issues. Information might be shared, it says, on issues including culture, leadership or governance, workforce and professional engagement, the adequacy of the education and learning arrangements and environment. [37:  Report for the Thirlwall Inquiry Analysis of questionnaires from 120 NHS trusts, Nuffield Trust April 2024 ] 


Work of the patient experience library speaks (p15) of joining the dots in identifying ‘red flags’ , the simultaneous existence of which would indicate the need for concern. ‘We looked at 26 avoidable harm reports … We extracted over 1000 references to dysfunctional organisational and professional cultures. And used thematic analysis to group them in ways that aid sense-making and pattern detection’. This work is an important tool in identifying and addressing organisational abuse. How far is it being used? 

Using feedback from inspections, monitoring information, surveys. Using these to corroborate intuition. The same Patient Safety Experiences work (2025)[footnoteRef:38] points out that ‘it’s hard to raise a concern based on nothing more than a feeling and it is easy for dysfunctional organisations to dismiss any such concerns as groundless’. (The safeguarding lead at the Countess of Chester Hospital, in evidence to the Thirlwall inquiry, cited a difficulty in raising a safeguarding concern in light of information being hearsay and of a lack of ‘evidence’.  Checking that ‘hearsay’ against other sources might corroborate concerns. For example, looking across at complaints, data, Patient Safety issues/alerts).  [38:  The Patient Experience Library: Red flags for harm, Responding to challenge  (April 2025)] 


· Need for consistency in the range of language used What needs to happen and why Is this important? 

The Patient Experience Library reminds us (p22) [footnoteRef:39] that ‘When it comes to harmful cultures in healthcare, we have no common language.’ There is inconsistency for example, between: safeguarding/quality; patient safety/safeguarding; abuse/harm.  [39:    The Patient Experience Library: Red flags for harm, Responding to challenge  (April 2025)] 


[bookmark: _Hlk213340004]If partners in health and care consider that they are looking at different things and do so from different perspectives within different frameworks, this reduces the chances of effective joined up responses. Recent research draws attention to this:

Sirotkin, J. (2024) discusses language and the way in which its use can create oversimplification of a ‘messy reality’. Lines between quality of care and safeguarding, patient safety incidents, (and others) are discussed: 
‘As overstretched services become normal, the line between ‘care’ and ‘mistreatment’ blurs, and ‘mistreatment’ (particularly when this takes the form of neglect) can be reframed as an issue with the ‘quality’ of ‘care.’ This reframing makes safeguarding action less likely…’ Sirotkin, J. (2024p. 243) Understanding care practices and the mistreatment of disabled adults in congregate care in England. PhD thesis, University of Leeds. 

[bookmark: _Hlk215330416]Parallels with Sirotkin’s work can be found in a PCH publication about  building confidence in defining and working with safeguarding concerns and enquiries. Inconsistency in language can lead to safeguarding concerns and the statutory duty to undertake a multiagency safeguarding enquiry being overlooked. A missed opportunity to find out ‘what action needs to be taken and by whom ‘ (Care Act S42 (2) 2014). Naming an issue as a quality issue can risk downplaying the seriousness of concerns. Identifying it as a patient safety issue can miss an opportunity for finding out what multi agency action is needed or for sharing significant information that might be necessary for safeguarding an individual in the future. See for example, Safeguarding Adults Review, Eileen Dean, Lewisham safeguarding Adults Board, 2022).   

Research by Bethan Edwards (2025)[footnoteRef:40] discovered, in a scoping review of papers,  that whilst the phenomena of institutional abuse and neglect in UK community mental health services, for adults of working age ‘are grounded in safeguarding and social care policy, practice and legislation, only a minority of papers derived from this discipline (n = 3) [30, 46, 47], with the majority deriving from the fields of patient safety (n = 8) and health services and delivery research (n = 7).’ [40:  Institutional Abuse, Neglect and Harm in UK Community Mental Health Services: A Scoping Review of the Peer‐Reviewed Evidence - Edwards - 2025 - Health Expectations - Wiley Online Library] 


Research on avoidable harm in mental health social care Carr, S; Hudson,  G; Coldham, T et al, 2025, found that a focus groups of ‘participants did not  suggest adult safeguarding as a route for addressing or minimising social and psychological harm. ‘ [despite several of the harms described directly mapping onto definitions of abuse and neglect in the Care and Support Statutory Guidance]. Individuals did suggest independent advocacy and user led organisations as a means of help seeking as well as to help navigate complex processes for complaints.
  
This isn’t just about semantics. It creates live issues in the way concerns are addressed. This is an area where inconsistencies need to be identified and some consensus found where these are problematic. For effective safeguarding, the necessary connections must be made in practice and across frameworks. This requires greater consistency in the language used and it requires robust leadership.

How can we / should we try to achieve this?

· Joining the dots in policy and frameworks for consistency of approach to concerns

[bookmark: _Hlk213176131]Joining the dots is covered extensively in a PCH publication about building confidence in defining and working with safeguarding concerns and enquiries. This offers examples of SARs where the issue is illustrated as having been problematic. It refers to examples of inconsistency in language and across frameworks, protocols and guidance. This PCH publication (and developing an understanding of the S42 duties in respect of organisational abuse) can help as follows.     

Linking processes that consider quality, patient safety and safeguarding 

A Safeguarding Enquiry is a potential means of joining the dots[footnoteRef:41]. It can bring together partners across the range of relevant roles.  [41:  Care Act 2014, S42(2). A Safeguarding enquiry is simply the local authority duty to ‘make (or cause to be made) whatever enquiries it thinks necessary to enable it to decide whether any action should be taken in the adult's case (whether under this Part or otherwise) and, if so, what and by whom’. ] 


Developing a necessary common language associated with this. 
Lack of consistency in language is replicated in inconsistencies in guidance and frameworks, creating a lack of confidence and clarity. 

Linking the range of processes and framework and creating a ‘level playing field’ across the system. There was reference in conversations to varying advice to providers across for example CQC and the local authority, at the heart of which seems to be this dissonance in language. Low level concerns, viewed in isolation can easily be overlooked if there isn’t effective multi-agency information sharing and shared ownership about what the concerns look like when considered in the round. There was reference to a lack of a level playing field across health and social care providers in the extent to which safeguarding concerns are raised with the local authority in line with the Care Act S42(1). 

· Joining the dots. Partnership working. Mutual support/communication/ sharing ideas. What can help? 

Conversations included reference to the following points about making connections with one another

· Example from a conversation: ‘In hospital, as soon as we had concerns about a care home, we contacted the contracts team and CQC. We wondered whether commissioners were doing the same the other way around. …spotting and triangulating to find these patterns’ 

· An emphasis on relationships and face to face encounters, not just relying on weblinks. Having conversations for mutual support and ideas. 

· Relationship based links between the regulator and providers (see ‘creating a learning culture’) are flagged as important.

· The importance of firm links and mutual understanding between commissioners and providers. See Island Healthcare case study, (Find this at the conclusion of this section on the five imperatives.) 

· Attention was drawn to the importance of local connections. ‘Frequent changes in organisational structures across health service commissioning have meant that local connections across health and social care and the understanding of the unique features of local communities…has been eroded’ (Lesley Jeavons, Independent Chair, Durham SAP) 

· The complication of the relationship between placing commissioner and host safeguarding authority is real. Additional risks are created when there is geographical distance between the two.

Working together requires attention to enhancing these and other relationships, to be in a strong position to effectively make all those other connections (above) as well as to challenge one another. 

5. Translate values into action

Ms ZZ, SAR Camden, July 2015 (an excerpt) 
In this SAR ‘it was clear that [the care provider] and its staff knew the rhetoric and an example of this is set out in paragraph 5.19 [of the SAR] … in the form of the Dignity Promise that was signed by care staff… It is imperative that this isn’t just about reading and signing the promise but about really understanding the implications, integrating this into training and helping carers to recognise the dilemmas in balancing the component parts of this (service user choice and control with wellbeing and keeping the service user safe). Training, guidance and support needs to be clear and demonstrate that if the carer is struggling with that dilemma, it must and can be escalated for effective support from a senior member of staff. Regulation and commissioning (as well as staff supervision) need to test out the ability of carers to apply these principles in practice to real practice dilemmas and test out the support and guidance of managers.’

What can help? (in addition to related actions set out above in imperatives on leadership, listening and learning)

Examples from conversations and associated references that can help:
Staff supervision in making those values understood and real in practice. ’I cannot stress enough how important it is for direct care staff to be able to describe the difficulties they are encountering in caring for people and the inevitable tensions that can arise when working in pressured environments alongside colleagues’… For supervision to be effective  it needs to support staff by exploring …’poor attitudes, staff cliques, lack of respect for those people receiving care and resistance to change’ (Lesley Jeavons, Independent Chair, Durham Safeguarding Adults Partnership). 

[bookmark: _Hlk208229558]Co-production can help. Develop a safe space, co-designed, co-facilitated and co-produced with patients, carers and staff ‘where we can begin to build a better, more open culture and space. The beauty of this approach is that there are no top-down demands, no stream of complaints in the other direction, just a recognition that this is everyone’s business and it need everyone’s attention’.
[patient safety learning. The Hub and a blog from Anthony O’Connor who is a co-production and lived experience consultant.

Co-produce vision, purpose and values of the organisation alongside staff, residents, patients, relatives. Build joint ownership. For example, ‘we convince and inspire through telling a story about what we’re aiming to achieve (in line with our vision). All the staff at Highfield House have bought into a story that they are changing lives. (Ian and Maggie Bennett, Island Healthcare (see case study).

Clear direction that supports a set of values. These are translated into simple priorities with clear goals (podcast in conversation with Matthew Winn CEO NHS Trust and  Michael West, Senior Visiting Fellow at The Kings Fund and Professor of organisational psychology at Lancaster University).

Right Support Right Care Right Culture CQC 2022 Makes expectations clear about the values CQC wants to see put into action. CQC will also look for discrepancy between stated values / codes of conduct and leadership of these. Looking here for… promotion of choice and control, independence  for those cared for, person-centred approaches that promote dignity, privacy and human rights.  Ethos, values, attitudes and behaviours of leaders and care staff ensure people using services lead confident, inclusive and empowered lives

Supporting staff to describe difficulties they encounter in working with people and using this as a springboard to describe and support understanding of  sometimes seemingly conflicting values and priorities (like independence and safety). This didn’t happen in the case of Mrs ZZ (Camden), where on describing concerns, front line carers were simply asked to ‘write a report’. 

Senior member of staff or CEO being present and talking about and modelling values at induction. 

Mentoring and championing of those values continues every day. The whole team modelling what good care, reflecting values and culture means every day. 

Values are prominent in recruitment. Develop and ask probing questions using real scenarios that ‘get at’ underpinning values. Use advertising techniques with straplines that foreground values…Example from Harbor House Care Home in Dorset shared by Anna Knight (LGA, 2020), ‘Do you wear your heart on your sleeve? Can you walk into a room and change the moment? Can you connect with others, be spontaneous and laugh at yourself?’ 

Commissioning supports and shares in the responsibility to ensure values can be worked out in practice, particularly where people have complex needs. It's more challenging for a provider to work out values, including a person centred approach, when commissioning can have a ‘money and a task focus’. There is a danger that this impacts on organisational culture. (Ian Bennett, Island Healthcare). See also aspects of the SAR BB and CC Islington where competitive tendering played a role in hindering the provider’s need to talk about the challenges.  

Rewarding / encouraging providers who are putting necessary values into action. Encouraging staff who do the same. 

Create a discipline where everyone in the organisation sees all decisions and actions through the lens of its core values and its vision. Ask, ‘is each action going to take us nearer to our core purpose, vision and values?’ Use case studies, supervision, mentoring and champions to achieve this.  

[bookmark: _Hlk215331377][bookmark: _Hlk215331404]The above includes examples from Making Safeguarding Personal for commissioners and providers of health and social care LGA,  2019 and Practical examples of Making Safeguarding Personal from commissioners and providers of health and social care, LGA, 2020.

6. Combining these imperatives for safe cultures

A case study illustrates how,  where a problematic culture is developing this can be turned around. The case study reflects the presence of the above imperatives and illustrates the part these play in creating and supporting a positive culture.


	
Island Healthcare (Isle of Wight) began in 2003 with the purchase of Highfield House, Isle of Wight. The company now runs six homes (including Highfield House and Northbrooke House) and a domiciliary care service. All are  rated good or outstanding by CQC. Maggie Bennett has retired as the managing director. Her son Ian Bennett is now in that role. Maggie is CEO of the Isle of Wight Alzheimer’s Café. 

The following brings to life aspects of the discussion set out in this paper. Maggie and Ian Bennett shared the following in conversation:

Northbrooke House, they said, experienced significant difficulties about two years ago. The organisation has learned a great deal about what supports or hinders a positive organisational culture from this (as well as from what works well at Highfield House and elsewhere). It became apparent that there were  problems at Northbrooke House. 

(Lead openly and courageously)
We acknowledged at the time a failure in head office to collect and use the necessary data to recognise a pattern of what was happening. We didn’t intervene at a point when we should have. Covid had played a part in the situation being allowed to develop. We have learned. We now look at all available data to intervene before a toxic culture sets in. 

We began to recognise a problem when in a period of about six months we   reported ourselves four or five times to CQC and commissioners. Realising there were serious issues, very early on, we alerted commissioners and the CQC. We owned up to our mistakes and advised that we were addressing the issues. CQC, although they didn’t tell us at the time, decided to step back and allow us to put things right. Our track record was otherwise very good and there was  transparency.    

Investigations by Island Healthcare uncovered deeper issues at Northbrooke House. Hallmarks of organisational culture that can be problematic were uncovered, including HR reports about bullying, a staff clique where four or five members of staff who were good friends of the manager were working up to 70 hours per week. The best staff were seen as those who performed tasks the quickest. A task focused rather than a person-centred approach was rewarded and valued. Complaints were not addressed; families and staff were not listened to. Managers were risk averse, so  they avoided owning up to mistakes or problems. Commissioners didn’t notice these issues. Noone was joining the dots to build a picture of what was happening.  

How were the issues addressed at Northbrooke House and what is the learning from insights from this and from Highfield House, an outstanding provider? 

At Northbrooke House, a newly recruited operations manager, went as the registered manager, alongside the managing director. They built a picture of what was happening and a plan to put things right. The registered manager, deputy manager and seven or eight staff members were all dismissed. There was transparency about all the challenges and in setting expectations. Time and space were made to allow cultural change to happen. Beds were closed to give that space and to give time to recruit the right people. They said, ‘we needed time to have conversations with all the staff about what we were trying to achieve’.  

Significant aspects of setting and maintaining a positive and safe culture as seen by Maggie and Ian:  

(Living values and valuing learning) 
Our vision and our values say what we’re about:
Care homes with heart and soul
Your well-being is our priority, and we're here to create a warm and supportive environment that feels like home.

We understand that a sense of home goes beyond just a physical space – it's about the feeling of comfort and belonging.

We aim for low staff turnover (at Highfield House we have this, with a turnover of less than 15%). High turnover of staff is a significant issue, because there isn’t time to embed the right values and culture. To do this we convince and inspire through ‘telling a story’ about what we’re aiming to achieve (in line with our vision). All the staff at Highfield House have bought into a story that they are changing lives. 

We talk about values in training, but training has its limitations. Most important is mentoring and leadership. A mentor will be a deputy manager or senior member of staff, working with staff at induction and building on this. The whole team modelling what good care, reflecting our values and culture mean every day. Values are also very prominent in recruitment.  

We learn through working and thinking creatively, rather than just ticking boxes. Working to gain an understanding of individuals and what works for them. We have a manager at Highfield house who goes to great lengths to find creative ways of overcoming challenges associated with the care of those individuals with advanced dementia. We need to be confident to try new things and to take risks.   


(Listening to understand and inform change)
Listening to and working with families
A part of learning is that we listen to families and residents, including hearing and responding to complaints (not closing these down) and inviting them to work with us. We sometimes give families access to the care plan so that they can be involved in the care of the person. Especially where they have questions or anxieties. 

Also important is educating families about what they can expect and allowing real opportunities for feedback and dialogue. We have set up a family forum with refreshments and guest speakers. This is an authentic opportunity to hear feedback, for families to ask questions and to say so if they have concerns or challenges. This is much more meaningful than a standard relatives and residents meeting. These can often be defensive.   

(Making connections across the system)

How can the regulator and commissioners support this? 
We were transparent with CQC and commissioners about the issues at Northbrooke House. CQC stepped back to allow us to make progress in addressing the issues. We didn’t know that this was their  approach at the time, therefore there remained throughout the possibility of an inspection, feeling like an added pressure.   

CQC and the commissioner have a part to play if we are doing something wrong, but inspection can feel less helpful than a relationship based approach with support over the longer term. ‘I think more generally CQC could operate in a more supportive way, working with providers to get it right where there are issues, being proactive outside of an inspection, to say, ‘we’ve noticed there seems to be something going on , can we help fix it?’ If providers become fearful of and over focused on  inspection this can impact negatively. It’s important not to be fearful of inspection outcomes but rather to use the support and the experience to constantly develop  to provide the best possible service. This can be facilitated by a regulatory approach.  

It's more challenging to work out our values and a person centred approach, when commissioning often has a ‘money and a task focus’, rather than a focus on outcomes and people. There is a danger that this impacts on organisational culture. This is particularly challenging when caring for people with complex needs associated with advanced dementia and doing this well. Care for this group needs sufficient skilled staff. Where funding cannot support us to meet those complex needs well, individuals may be forced to move to cheaper, less person centred care.  

Identifying patterns by joining the dots across information and data 
A whole system approach to identify and address concerns is crucial.
We have learned as a provider that we need to look at and join up a range of data to identify issues early and to stop a negative culture or organisational abuse developing. Key indicators for me are occupancy, staff turnover and our net promoter survey (the information and score from our family surveys). We put this together with what we learn from for example, the family forum, complaints, HR records (such as about bullying incidents, staff rotas (showing which staff are doing how many hours). 

























Appendix 1
Leadership & culture in healthcare 

A summary contributed by Matthew Winn, NHS Chief Executive, from a podcast series exploring the significance of the leadership role in: 

- Creating (and improving) a healthy organisational culture 
- A culture where staff and teams can deliver high quality patient care 
- Supporting open and safe ways for staff to raise concerns 
- How to support staff to be highly effective.

The following two diagrams form part of that summary.

[image: A diagram of a culture
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[image: A diagram of leadership
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[bookmark: _Hlk218952832]Other conversations that informed this paper build on and corroborate the above research and experience in reflecting on the things that matter in leading development of positive cultures as follows: 

· Involve and engage staff in decision making which is characterised by inclusion and equity.

· Make leadership supportive and compassionate. It should listen, be present, understand the challenges of staff and offer help.

· Offer clear direction in supporting a set of organisational values. Translate these into simple priorities with clear goals (clear links to ‘living the values’).

· Aligning research and data that’s available to underpin definition and change in those priorities. Embed  a quality improvement culture. 

· Foster an appetite for learning and innovation instead of reinforcing a target driven culture. 

· Foster teamwork.  

· Be honest about what is going wrong and right. ‘Leaning into the difficult’.  

· Engaging in long term strategies (Michael West) to shift and maintain cultures. 

· Being open to change and to ‘throwing things up in the air’ in a climate where there is parity of esteem across staff, managers and people who use services/patients. (Duncan Marshall, Capital).

· Coproduction, of goals and what will be measured. Including staff and service users/patients. ‘Empower people to take ownership and run away with good ideas.’(Louise Patmore).

· Doing this by ‘levelling hierarchies and getting people to engage with one another in a mutual and reciprocal arrangement’ For example, [patient safety learning. The Hub  


Examples of what works in leadership are highlighted too in papers that summarise  LGA workshops with commissioners and providers (2019,2020)[footnoteRef:42]. This included: [42:  Making Safeguarding Personal for commissioners and providers of health and social care LGA,  2019 and Practical examples of Making Safeguarding Personal from commissioners and providers of health and social care, LGA, 2020.
] 

· Leaders working alongside colleagues to truly understand their roles (Lincolnshire Community Health services NHS Trust (LCHS). 
· ‘Linking quality, safeguarding and patient experience in facilitating shared governance. All working to a shared vision and values.’ (Central London Community Healthcare Trust). 
· Engaging staff to influence care approaches, contributing ideas that would improve care services.
· Sharing success of staff and the team. Valuing people. 


Appendix 2
Ideas from conversations about areas of learning and ways of learning in order to support right cultures

What we need to learn about
· Learning about person centred practice….staff understanding how their behaviours impact on people.

· Learning throughout and across organisations about dealing with conflict, rather than avoiding it. Why this is important and how to approach this. The work of Megan Reitz and John Higgins, 2024[footnoteRef:43] and of Kathryn Mannix (2021)[footnoteRef:44] provide resources.  [43:  Speak Out, Listen Up, Megan Reitz & John Higgins, 2nd edition, (2024)]  [44:  ‘Listen’: How to find words for tender conversations, Kathryn Mannix (2021) .
] 


· Maximising development opportunities for developing skills in using intuition (a focus for CQC and others).

· Learning about red flags to support identifying closed cultures. From the Patient Experience Library. 

· Areas of learning for commissioners for example are set out in identifying closed cultures and relevant learning at each stage of the commissioning process.  Closed cultures in social care: Guidance and questions to ask | Local Government Association These are more widely of use.

· A focus on learning about the legal framework. In particular, Mental Capacity Act, Best Interests and Human Rights Act were underlined. 

· Learning about what makes for an ‘outstanding’ provider. Using available resources including on the CQC website.  

How we learn/ways of learning

Some examples:
· Mentoring and championing (for example see case study from Island Healthcare, Isle of Wight). 

· Freedom to Speak up Guardians. The Guardians and the model. 

· Champions. For example, West Sussex development of champions in care homes led by a commissioning team and following the Orchid View SAR. This is set out in   LGA 2017, Appendix 5. Includes developing front line staff and managers to develop a real understanding of what people wish to achieve, agreeing, negotiating and recording their desired outcomes, working out with them how best these can be achieved. Families of those who died at Orchid View care home have been involved in development of the programme. Staff and relatives have been involved in developing tools to support this approach. Co-production is a hallmark. 

· Engaging with and learning from one another. There was a strong message for example from providers CQC in recent ‘roadshows’ , about the value of regulators engaging in person (and consistency of inspectors) with providers. 

· In Durham (and elsewhere, including Croydon) a team operates to support practice improvement, working with care homes to address quality of care issues. They can also report back culture of care issues to be fed into training. 

· Learning needs to take place at all levels in all parts of the system. Learning should be ‘tailor made’, responding to messages from a range of sources. Not ‘off the shelf’. Training that ‘gets to the heart of the issues.’  

· ‘Leaning in’ to opportunities for learning presented by complaints, feedback, inspections, monitoring, surveys. Acting on these, identifying root causes for learning.

· [bookmark: _Hlk213228633]Supervision as a tool for learning…’I cannot stress enough how important it is for direct care staff to be able to describe the difficulties they are encountering in caring for people and the inevitable tensions that arise when working in pressured environments alongside colleagues’… For supervision to be effective  it needs to support staff by exploring …’poor attitudes, staff cliques, lack of respect for people receiving care and resistance to change’  (Lesley Jeavons, independent Chair, Durham Safeguarding Adults Partnership, speaking about how supervision can help source solutions to these challenges). 

· A reliance on e-learning does little to address issues relating to dignity and respect  or where it is necessary to explore values, beliefs and principles with staff. 


Appendix 3

List of individuals with whom a conversation took place:

A senior adviser from Partners in Care and Health (PCH) learning disability and autism team.
Hayley Moore, Deputy Director Safeguarding & Closed Cultures, Care Quality Commission.
Emma Heath Chief Executive, Hampshire Care Association.
[bookmark: _Hlk219126926]Louise Patmore, a systems convenor working in health and social car.e 
Virginia Irvine, social care consultant. Quality, dementia and education specialist.
Maggie Bennett, CEO Alzheimer’s Café, Isle of Wight.
Ian Bennett, Managing Director, Island Healthcare, Isle of Wight. 
Penny Lamb, Director of Operations & Quality, Brendoncare (care provider).
Dr Sarah Carr, Independent Mental Health and Social Care Research Consultant with Lived Experience, Oxford.
Tina Coldham, Independent consultant with lived experience. Co-production expert. 
Duncan Marshall, CEO, CAPITAL.
Jayne Chidgey-Clark. National Guardian, NHS. Independent Chair, SAB. 
Lesley Jeavons, Independent Chair, Durham Safeguarding Adults Partnership.  
Matthew Winn, Group Chief Executive - Cambridgeshire Community Services NHS Trust and Norfolk Community Health and Care Trust; Specialist advisor to NHS England on Intermediate Care
Kerry, daughter of a care home resident
Anna Knight, Dorset Care Association
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